Introduction
The 1985/86 session of meetings of the Section of Occupational Medicine was devoted to the single theme of 'The politics of occupational medicine' and comprised 3 meetings on allocation of medical resources; one on the allocation of EEC resources; one on Government and the Gregson Report; one on a proper education; and one on the need for occupational physicians. My original intention in this Address was to give the gist of these 7 meetings, but for unforeseen reasons this has not been possible. Instead, I shall discuss recent developments in the Civil Service Medical Advisory Service (CSMAS), the occupational health service for the majority of civil servants, in which I have worked for the past 10 years, and shall concentrate on three areas of recent change, using each as an example ofthe political processes concerned with promoting change and of the consequences for the Service.
The 1985/86 programme for meetings of the Section of Occupational Medicine included the definition of 'politics' that John Locke gave in his Alexander Redgrave Memorial Lecture at the Royal Institution in May 1981 (unpublished): 'The formal institutions and procedures established by society to deal with differences of interest between various groups in that society'. John Locke, as Kenneth Duncan pointed out in his lecture in 1985 to the Society of Civil Service Administrators, was largely responsible, and should be given the credit for, the idea of the integration of medicine, science, engineering, administration and of health and safety generally, which is now spreading throughout industry, for improving the skill and training of practitioners in the various parts of the health and safety field and for creating a much fuller, more balanced and more friendly relationship between the Health and Safety Executive and those working outside in various industrial services.
There are, of course, a large number of definitions of 'politics', most of them involving decisions on priorities and on the deployment of resources to meet demands and needs, and there are particular difficulties in the politics of occupational medicine because ofinterprofessional rivalries and because of relationships with trade unions.
In my 3 years as Deputy Medical Advisor to the CSMAS it was possible to draw up a list of priorities for action. These were endorsed by senior Civil Service management after my appointment as Civil Service Medical Advisor in April 1979and were, first, to develop information systems; second, to re-educate and retrain medical personnel in occupational health; and third, to set up an occupational health nursing service.
Information systems Morbidity data
Decisions in occupational medicine, as in most other branches of medicine, are generally made on the basis of inadequate information and therefore have to depend on doctors' judgments which, like other human judgments, are notoriously fallible. The requirements for occupational health information systems and the procedures for setting them up were subjects which were thoroughly explored at a symposium organized by the Society of Occupational Medicine in February 1979 1 • At the symposium Sir Richard Doll pointed out that until our knowledge of biology is much more complete, we are going to have to monitor the experience of exposed individuals before we can be sure that no adverse events will occur in men who have escaped the net oflaboratory investigation. Monitoring can be carried out in two ways. We can examine periodically individuals who are exposed to the new agent and try to detect changes in their physiological status before the onset of disease. Alternatively, we can record the cases of illness which occur among them and compare observed incidence rates with standard rates derived from previous experience, the experience of other employees not exposed to the new agent, or the experience of the community at largeand preferably all three.
In this connection the Chairwoman of the NHS/ DHSS Steering Group on Health Services Information has pointed out 2 that the usefulness of information to the clinician is greatly enhanced by carefully specified, nationally uniform definitions, classifications and methods of recording, which allow comparisons of interest.
Civil Service databases
The Civil Service has used as its core database the records of sickness absence linked with the 14 Civil Service pay computers". Ever since pay in the Civil Service was computerized in the late 1960sand early 1970s, pay data, with some modification, have provided information to management on the frequency and duration of sickness absence of civil servants, individually and in the aggregate. Individual identification includes the basic requirements of date of birth and national insurance number, and may also include other items such as the date of joining the Service, grade and job description.
However, there has been no systematic attempt to make an overall review of sickness absence in the Civil Service since the 5% samples of 1967/1968 and 1969. Surveys since then have been commissioned to look at specific problems. A Ministry of Defence survey, for example, was set up in 1978in an attempt to determine the effect on the frequency and duration of together with a review of sickness absence and deaths in service rates of tax officer (higher grade) over a period of 5 years, did not support the contention that morbidity had increased or was unusually high.
We have also, in conjunction with the Health and Safety Executive and the Department of Experimental Psychology at Oxford, used these databases to review the morbidity of driving examiners.
In addition we have created databases for the special surveys we have undertaken, to examine, for example, backache in a sedentary population of Inland Revenue staff in Manchester or the size of the alcohol problem in the Civil Service ( Table 2) .
Psychoneurotic outpatients
Male population TOs (HG) Mortality data It is right also that we should review overall Civil Service mortality data regularly. The Civil Service is a healthy organization with low standardized mortality ratios''" and an enhanced life expectancy 7 • But subgroups have an excess of deaths, particularly in lower Civil Service grades". The differences are only partly accounted for by differences in smoking habits, cholesterol levels, physical activity and the other factors measured in the surveys undertaken by the London School of Hygiene and Tropical Medicine from which these data originate.
Our linked databases do not yet include data on health problems at the time of recruitment, mainly because we believe that the routine medical examination of prospective civil servants is time-consuming, is not cost-effective, and can often act as a barrier to a humane employment policy for disabled people. This does not refer, of course, to those applicants for Civil Service employment for whom examination is mandatory. A survey CSMAS undertook in 1978 of 1143 applicants recruited into an unestablished
Coding ofcauses ofsickness absence
For occupational surveillance it is, of course, necessary to know the illness which has been responsible for absence, whether self-certified or certificated by a doctor. This has caused problems which are all too familiar. The diagnostic coding system used in one of the largest Civil Service departments, the Ministry of Defence with over 200000 employees, is based on the C-list of the 8th revision of the International Classification of Disease" and has proved too imprecise for surveillance purposes.
In those databases that have been created, we have experimented with a coding system based on the OXMIS codes designed to code general practitioners' certificates. Every diagnosis, including psychosocial, can be fitted into the system, which is compatible with the ICD and with primary care lexicons. It has proved satisfactory in our ad hoc short-term surveys, particularly when the diagnosis is coded by a doctor or nursing advisor. It would not be satisfactory for Service-wide use; however; there are, for example, over 1500entry points, by lay staff, into the Ministry of Defence database alone. A clinical psychologist colleague, during his employment in the MAS and subsequent to his retirement, has developed a 10disease classificatiorr'" encompassing 90% of both self-certificated and certificated diagnoses, which has been used in studies carried out in the Home Office and, more recently, in the Office of Population Censuses and Surveys. This classification system is to be tried prospectively in other establishments.
Another database we have created to help in the surveillance of the health at work of civil servants consists of the medical reasons for referral of individual cases to the MAS -some 40000 annually coded by OXMIS. Yet another uses ICD diagnoses to categorize the causes of medical retirement.
These databases have been used to investigate allegations of an excess of morbidity in tax officers (higher grade) on the basis of evidence such as that exemplified by Table 1 . By analysing the information in our referral and retirement databases, categorized by department and by cause, we can examine the morbidity of any group of civil servants. This analysis, sickness absence of the presence of doctors and nurses on site, as opposed to a visiting service. It confirmed, as is widely accepted, that sickness absence cannot be used as a measure of outcome of the effectiveness of occupational health services.
A Home Office study was set up, also in 1978, to review the effect of transferring groups of civil servants to air-conditioned buildings, which had led to anxieties that an increase in morbidity had ensued, anxieties shown by the study to be unfounded.
Because of the lack of systematic analysis, the CSMAS made efforts to obtain sickness absence data from the 14 pay computers on a routine basis. In our experience sickness absence is a perfectly sound indicator of morbidity and, in the Civil Service at any rate, closely parallels mortality. Eventually, in 1984, senior management and the Civil Service trade unions accepted our bid to undertake central monitoring of sickness absence throughout the Service. Computerized records of absence attributed to sickness have been sent to the Medical Advisory Service for analysis since April 1985 and it was anticipated that by April 1987firm data would be available on the sickness absence of over 80% of the Civil Service.
health category and followed up for three years, showed that only 2% had their appointments terminated for medical reasons, that their sickness absence rate tended to equate with that of the Civil Service as a whole, and that the causes of their sickness absence (with the exception of mental disorders) were not related to the reasons for their health doubt categorization 3<. In future we shall be seeking as a matter of routine to link core sickness absence data with the data on referrals to the Medical Advisory Service, with medical retirement data, with premature mortality data, and, if discussions with the Paymaster-General bear fruit, with data on death after retirement. Routine record linkage, if it can be achieved, will permit the investigation of any group in the Civil Service in which there is prima facie evidence of occupational hazard. It will be helpful also in studies such as those now going on into the identification of stress in groups of civil servants ('stress' being defined by the usual psychosocial parameters with all their attendant imprecision). A study relating these parameters to the results of multiphasic medical screening and of intervention was begun in August 1985 in conjunction with the Department of Community Medicine at University College/Middlesex Hospital Medical School, in a population of 15000 civil servants working in London and the South East.
The objective in creating and linking these information systems is to identify with greater precision those 80 000 or 90000 individuals who would particularly benefit from the intervention of an occupational health service".
Eventually, too, we must be in a position to link exposure data with these established databases. We deal with a large number of chemical, physical and biological hazards annually''! and it will be important in the future to link data or exposure to these hazards with the appropriate basic personnel records, to meet the COSHH regulations? if for no other reason.
Re-education and retraining of medical staff
Having dealt with what CSMAS is doing on the information systems front, I would like to turn to the second priority agreed for the Medical Advisory Service: the redeployment of resources into occupational health. There was a need first to retrain medical personnel and I must say that our experience from the point of view of full-time staff was not entirely successful. The first question we asked was retraining for what? As my colleague, Dr Peter Constable, pointed out in a debate in 1985organized by Dr Roy Archibald on 'The Traditional Occupational Diseases -Are We Still Concerned?', the factors responsible for the prevalence of the traditional industrial diseases such as lead, mercury and cadmium poisoning, brucellosis and anthrax, and notification of the diseases themselves, have altered dramatically during the past three decades. CSMAS requirements for the re-education and retraining of full-time Civil Service doctors were that they would emerge from training better equipped to deal with specific Civil Service occupational health problems and with altered attitudes to the possibilities of resolving them.
Professor J M Harrington opened his contribution to the meeting of the Section of Occupational Medicine, held on 8 April 1986on the topic 'A Proper Education', with the following: 'Perhaps much educational effort these days is improper. I will spend a little time outlining the educational scene in occupational health -the established centres purporting to provide education, the populations to be educated, the study options and the needs of those to be educated. I will conclude with a look at the current curricula for various occupational health practitioners with a plea that we need to gear our teaching to the needs of the future rather than the tried and tested syllabuses of the past. In that sense, the current state of affairs is improper. ' Unfortunately, full-time Medical Advisory Service doctors sent to established centres for retraining did not receive a training relevant to the needs of the Civil Service, nor did they emerge with changed attitudes and behaviour.
Consequence offailure
Firstly, we made a major commitment to a working party set up by the Royal College of General Practitioners, with the help of the Faculty of Occupational Medicine and chaired by Dr Kevin Brown, which among its conclusions 10 asserted that training for general practice should increase its emphasis on the interaction of occupation and health. The statement of the working party did not relate to those general practitioners who would work part-time in industry. The additional training and different educational objectives required by these doctors was at the time being examined within the faculty of occupational medicine of the Royal College of Physicians.
Secondly, we redoubled our efforts in retraining our network of 1300 general practitioners who act as Local Medical Officers; we believe that some 350 or 500 of them will be interested in providing local services on a sessional basis.
Courses begun in 1980and developed since with the help of the Civil Service College have been aimed at training three types of Local Medical Officer: (1) sessional doctors with responsibilities for establishments with specific hazards, for example, the Institute for Research in Animal Diseases at Compton, near Newbury; (2) sessional doctors who will give advice to personnel management and work in larger Civil Service establishments in areas where there are high concentrations of civil servants; and (3) sessional doctors who, based on their own surgeries, are prepared to undertake surveillance and provide advice to personnel management.
The third consequence of this failure led to the conclusion that it was not at present feasible to base an occupational health service for civil servants primarily on full-time medical staff, nor indeed mainly on part-time doctors.
Occupational Health Nursing Service It was natural, therefore, to turn for help and advice elsewhere, and it was at this juncture that I had the good fortune to be introduced by Dr Kenneth Duncan to Mrs Dorothy Radwanski, the chief nursing advisor in the Employment Medical Advisory Service, and to be able to secure her help as a consultant in setting up the Civil Service Occupational Health Nursing Service. She confirmed the existence of numbers of nurses within the Civil Service responsible usually to either welfare or safety departments, whose abilities and skills were not being fully utilized. With the support of the Civil Service Minister of the time, Baroness Young, 42 such nursing posts were transferred to CSMAS establishment, and on 1 April 1983a new service of 27 well-trained nursing advisors of high quality was inaugurated.
The main functions agreed for the Occupational Health Nursing Service (OHNS) was that it should act as the preventive arm of the Occupational Health Service (OHS) by visiting Civil Service establishments, by making a systematic record of environmental conditions and by investigating hazards together with medical colleagues. With Mrs Radwanski's guidance, and because ofthe high calibre of the nursing advisors she recruited, the OHNS has been an unqualified success and has clearly pointed the way forward. It has already identified four groups of civil servants for whom the assistance of an occupational health service is urgently required. These are prison staff, food handlers, first aid instructors and civil servants serving overseas.
As one might expect, there were a few early teething problems in setting up the OHNS, now happily resolved. Some of my medical colleagues were somewhat upset that they were not permitted to pass on to the nursing advisors some of the less intellectually demanding aspects of their previous work. And some of the nursing advisors, exasperated at finding themselves having to deal with up to a dozen or more different policies on a single issue with which they were confronted in the regions and departments they served -medical standards for Civil Service drivers, for example -were sometimes perhaps not as tactful as they might have been.
These initial difficulties have long since been overcome. The OHNS is fulfilling every expectation and the Civil Service, in its Occupational Health Service, can at last aspire to the ideal which Charles Thackrah was among the first to enunciate I I , even in an organization as widely scattered as ours. Thackrah pronounced a concept of industrial health based on the prevention of disease and the promotion and conservation of health -physical, mental and social. The methods which he employed embraced careful clinical investigation, analysis of the occupational processes, materials, hazards and environ. ment by personal visits to the places of employment, and always there was accurate recording and objective assessment of the facts. He realized the need for education of masters, workmen, doctors and legis. lators, always towards the supreme objectiveprevention.
As an additional bonus our relations with the Civil Service unions, which had reached a nadir in 1984 following a survey of visual display unit operators in which we had been involved, improved in parallel with the development of the OHNS.
Political aspects of health service provision
The main determinant of overall health service provision is gross national product (GNP), and there is a striking correlation between this and the percentage provision devoted to health care, both private and public (Figure 1) . The US and Sweden are wellknown high spenders on health care and Japan is a notoriously low spender, although it is a world leader in many health indices, such as death rates per 1000 live births and life expectancy for men and for women.
The UK is about one half of a percentage point below the regression line, and an increase in funding of one half percent from a GNP of UK dimensions would entail a considerable accession of health care resources. As Dr David Owen, however, pointed out in his Upjohn Lecture at the Royal Society in October 1985 on 'The NHS -The Next Decade', it is unlikely that any of the major political parties will be able to procure any substantial increase in the percentage of the GNP allocated to health services. The dismal 
Concluding remarks
In describing how far we have gone in the CSMAS towards the objectives agreed in 1980, I hope I have not given an impression of complacency nor have suggested that they have already been achieved. The future for NHS expenditure has been discussed elsewhere!", and in such circumstances value for money clearly becomes an even clearer imperative.
Regardless of the size of the allocated budget, it is the balance of numbers between doctors and other health professionals and prevailing medical attitudes which playa major part in determining how the cash is distributed, as work in the United States and elsewhere has shown 13. If health professionals, doctors, nurses and hygienists do not play their part in determining the proper allocation of resources, then it may well be left to the health economists, using such formulae as the cost per life saved!" to do so (Table 3) .
I believe that occupational health physicians can best exert influence on the allocation of health resources by being readier to provide the data from which a responsible electorate and their political representatives can make a rational list of priorities. This involves collecting reliable data on mortality and morbidity in the populations we serve, together with information on the costs of our activities. I fear that arguments such as those propounded by the Section's Editorial Representative, Dr Hans Engel, in his report on the all-day meeting devoted to 'The need for occupational physicians" 5 -'There are many more occupational physicians in the UK than neurologists or dermatologists. Yet one would hardly expect anyone to question the need for these specialists. There may be two reasons for such soulsearching as the title of this symposium suggests'are not likely to cut much ice with management or politicians. And again if not among dermatologists, there is already a fierce debate in neurology, both here and abroad, on the proper balance of numbers, functions and the degree of specialism of neurologists. A neurologist from Denver described to me 15 years ago his training of high-school graduates to undertake the anatomical localization of neurological lesions. And just as nurses take more accurate blood pressure readings than doctors, so these highschool graduates had demonstrated a consistently higher rate of anatomical accuracy than either their medical or neurological colleagues. It was perhaps from evidence such as this that Corbett MacDonald developed the concept of a generic occupational health worker!", a subject worthy of a whole session to itself in the future. As Dr Lloyd Davies pointed out in his Presidential Address to the Section in 1982 17 , it is by no means clear that more physicians in industry mean either greater health or greater efficiency.
Ronan Point
Tractor cab legislation Anti-Dimmunoglobulin Department of Environment Childproofdrug containers Fire regulations in general hospitals £20 million £100000 £80000 £39300 £1000 Infinity construction of information systems is a Sisyphean task. Those we have created are still inadequate, and anxieties expressed by management in 1980 on the importance of controlling costs have turned out to be fully justified. So too -a Sisyphean task -is the reo education and retraining of general practitioners, as I, from my own background of over 22 years as one, can testify. The Occupational Health Nursing Service also requires a great expansion in numbers and in role which now, happily, seems about to occur (see Addendum). My objective has been to emphasize how long political objectives involving the reordering of priorities and the redeployment of resources are liable to take to achieve.
Addendum

New style health care for civil servants
On 23 June 1986, Civil Service Minister Richard Luce announced a new style Occupational Health Service (OHS) for civil servants with a change in emphasisfromtraditional and reactive medical treatment of individuals to a strengthened and effective preventive service. It has been formed by amalgamating the Medical Advisory Service and the Ministry of Defence's Civilian Medical Services Directorate and will cover all civil servants at homeand overseas.
In a Parliamentary written answer, Mr Luce said the new Occupational Health Service would be well-placedto take advantage ofdevelopmentsin recent years ofscientific techniques for identification and measurement of environmental hazards, and of the substantial contribution which can be made by scientists and nurses trained in occupational health. There would be substantial economies of scale through integration ofthe present fragmented services with longer-term management benefits arising from reductions in the duplication of facilities and by promoting greater efficiency.
The OHSis based in the Cabinet Office (Management and Personnel Office) in London but organized on a regional basis. It will provide an integrated and effective service for all Civil Service departments through the deployment of a multidisciplinary team of doctors, nurses and hygienists trained in occupational health disciplines and working in close cooperation with departmental safety officers and first-aiders. The services will be on a competitively-priced repayment basis.
The review which recommended the OHSwas carried out by Dr Kenneth Duncan, Assistant Director (Biomedical Sciences), National Radiological Protection Board, and Mrs Dorothy Radwanski, a consultant occupational health nursing adviser. Both were formerly with the Health and Safety Executive, Dr Duncan as Deputy Director-General, and Mrs Radwanski as Chief Nursing Advisor.
